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Pasteurella multocida infection, a rare cause of
mycotic abdominal aortic aneurysm
Mark J. W. Koelemay, MD, PhD, Amsterdam, The Netherlands
A 64-year-old man was admitted with abdominal pain 6 weeks after treatment with intravenous flucloxacillin for cellulitis
of his right leg. Urgent operation was necessary for a mycotic aneurysm of the abdominal aorta due to infection with
Pasteurella multocida, a microorganism residing in the oral cavity of domestic animals that very rarely causes infection of
native arteries or grafts. The aorta was repaired with a rifampin-coated tube graft. Despite postoperative duodenal
perforation, abdominal Candida infections, wound dehiscence, and renal insufficiency, the patient is alive 1 year
postoperatively. ( J Vasc Surg 2009;50:1496-8.)Mycotic aneurysms of the aorta or peripheral arteries
are a rare complication of a systemic or metastatic infection
and carry a high risk of death. Typical microorganisms
associated with mycotic aneurysms are Salmonella, Strepto-
cocci, and Staphylococcus aureus. The cornerstone of treat-
ment is antibiotic therapy, debridement of the infected
tissue surrounding the vessel, and restoration of the circu-
latory system in case the artery cannot be sacrificed. Al-
though treatment with antibiotics alone may be successful,
an operation can seldom be avoided.
In case of an mycotic abdominal aortic aneurysm
(AAA), closure of the aortic stump and restoration of the
circulation by an extra-anatomic axillobifemoral bypass is a
conventional option, but replacement of an infected aorta
through in situ repair with a prosthetic, venous, or human
allograft has also been successful. Novel treatment options
include insertion of an aortic endograft to exclude the
aneurysm, but this might be associated with a high reinter-
vention rate because the infected tissue is left in place.1 This
report describes a very unusual cause and postoperative
course of a mycotic AAA.
CASE REPORT
A 64-year-old man was admitted in another hospital for cellu-
litis of his right leg that was successfully treated with intravenous
flucloxacillin. No wound or blood cultures were taken at that time.
His medical history comprised severe alcohol and nicotine abuse.
He used no medications. Alcohol addiction had made the patient
neglect himself, his diet, and his house, which was infested with
cockroaches and in which he kept cats.
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1496The patient presented to our hospital 6 weeks later for pro-
gressive abdominal pain and fever. On physical examination he was
cachectic, had a normal blood pressure, and had a palpable pulsat-
ing painful abdominal mass. Results of laboratory analysis were
leucocyte count, 14.9  109/L; hemoglobin, 5.4 mmol/L; and
C-reactive protein, 191.2 mg/L. Results also showed signs of liver
disease: albumin level, 18 g/L; prothrombin time, 15.7 seconds;
aspartate aminotransferase, 222 U/L; alanine aminotransferase,
69 U/L; albumin-free, 139 U/L; and -glutamyl transferase,
1396 U/L. Ultrasound imaging detected an irregularly shaped
AAA, and a computed tomography (CT) scan showed a configu-
ration of the infrarenal abdominal aorta typical of a mycotic aneu-
rysm (Fig 1).
The diagnosis was confirmed at urgent operation, which
found an 8-cm-wide pulsating mass surrounded by inflammation
and containing pus and destruction of a large part of the ventral
wall of the infrarenal aorta (Fig 2). The inflammation reached onto
the fourth part of the duodenum, which was not fully exposed but
seemed intact, without evidence of an aortoduodenal fistula.
The aorta was repaired with a rifampin-soaked Dacron tube
graft (Vascutek, Inchinnan, UK) and was covered with an omen-
tum patch. Bacterial cultures identified Pasteurella multocida that
was sensitive to amoxicillin, ciprofloxacin, and cefotaxime. The
patient was treated with intravenous cefotaxime (4 g/day) for 4
weeks.
The patient’s postoperative course was complicated by a per-
foration of the duodenum 4 days after the initial operation (Fig 3),
either as a result of mechanical injury at the initial operation or
because of ongoing infection. The duodenum was partially re-
sected, and continuity was restored with a side-to-side duodenoje-
junostomy. The tube graft was left in situ because the patient’s
unstable condition due to septic shock precluded a longer opera-
tion to close the aortic stump and add an axillobifemoral bypass.
Other sequelae included multiple intra-abdominal fluid col-
lections containingCandida albicans andC glabrata, for which he
was treated with percutaneous drainage and fluconazole (400
mg/d) for 4 months, Clostridium difficile colitis that was treated
with metronidazole (1500 mg/d), and wound dehiscence. The
patient was dismissed after 3 months.
He was readmitted 3 months later with dehydration and renal
insufficiency due to hydronephrosis of the left kidney. He further
sustained aspiration pneumonia with Klebsiella pneumoniae that
was treated with intravenous cefotaxime (4 g/d). Results of blood
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of tube graft infection. He was dismissed after 1 month. One year
after the operations, the patient is alive and in good clinical
condition.
DISCUSSION
Pmultocida is a gram-negative coccobacillus that is part
of the normal oral flora of many animals, including cats,
dogs, and rabbits. Bites or scratches by domestic animals
occur frequently, yet the risk of severe complications is
unknown. Immunocompromised patients or patients with
chronic liver disease have an increased susceptibility to
septicemia due to P multocida infection. Severe complica-
tions of P multocida infection include arthritis, meningitis,
and respiratory tract infections, but vascular complications
are rare, especially infection of native arteries.2,3
To date, only two other cases of P multocida mycotic
aneurysms of the native aorta have been published. The
diagnosis in one patient with septic arthritis was established
Fig 1. A computed tomography scan shows the mycotic aneu-
rysm of the infrarenal abdominal aorta.
Fig 2. A large hole in the aorta can be seen in this intraoperative
photograph.only after he died of a ruptured mycotic AAA.4 This patientdenied being bitten by his cats or dogs. The other patient
had mycotic aneurysms of the thoracic and abdominal
aorta, probably caused by dogs licking his psoriatic lesions.
This patient was treated conservatively with long-term cip-
rofloxacillin and eventual exclusion of the AAA with an
endograft 2 years after the initial diagnosis.5
Pmultocida infection of prosthetic vascular grafts is also
uncommon. Three case reports describe a prosthetic aorto-
bifemoral bypass infection caused by dogs licking the site of
an amputated toe,6 frequent dog bites,7 and cellulitis of a
leg after a cat bite,8 respectively. All patients had partial or
complete removal of the prosthesis, and circulation to the
leg was restored by extra-anatomic prosthetic bypasses.
One other patient, who had an uncomplicated exclusion of
an AAA with an endograft 2 years previously, sustained a
Pmultocida infection after a rabbit bite.9 Despite treatment
with oral penicillin for cellulitis of his right leg, endograft
infection caused his clinical condition to deteriorate. Axil-
lobifemoral bypass to maintain circulation of the lower
extremities was followed 3 days later by explantation of the
graft and closure of the aortic stump.
The optimal treatment strategy for patients with a
mycotic aortic aneurysm is unknown. The decision to do an
open repair was based on the presence of fever, laboratory
test results, and imaging, and to guarantee adequate de-
bridement of the infection. In their systematic review, Kan
et al10 concluded that endovascular repair seems an attrac-
tive alternative, but not for patients with aneurysm rupture
and fever, a condition applicable to our patient. Also the
choice for a conduit such as a rifampin- or silver-coated
prosthesis, or cryopreserved allografts, can only be based on
reported favorable results in cases and not on robust evi-
dence from controlled trials.10 The same applies to the
duration of intravenous antibiotics. Because cultures taken
at the second operation and subsequent percutaneous
drainages showed no signs of P multocida, but only Can-
dida spp, we arbitrarily decided to continue cefotaxime for
Fig 3. Intraoperative photograph shows duodenal perforation
and the tube graft.4 weeks.
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known. He did not report cat scratches or bites that could
have caused cellulitis of his right leg, but stated that his
favorite cat frequently licked him, a possible route of trans-
mission. Liver disease due to alcohol abuse and a compro-
mised immune system as a result of a deficient diet may have
been contributing factors to the eventual severe infection.
CONCLUSIONS
Evidence is insufficient to support routine antibiotic
prophylaxis to reduce the risk of infection after a dog or cat
bite, except for bites of the hand.11 Given the high inci-
dence of bites by pets and the few reported cases with an
infected native artery or vascular prosthesis, this probably
holds true also for patients with vascular disease. Yet, such
patients should be educated about the specific possible
complications of a pet bite. In patients with a laceration or
cellulitis after a pet bite, the liberal use of a broad-spectrum
antibiotic is probably indicated to prevent severe complica-
tions.
REFERENCES
1. Kan CD, Lee HL, Yang YJ. Outcome after endovascular stent graft
treatment for mycotic aneurysm: a systematic review. J Vasc Surg
2007;46:906-12.2. Weber DJ, Wolfson JS, Swartz MN, Hooper DC. Pasteurella multocida
infections. Report of 34 cases and review of the literature. Medicine
1984;63:133-54.
3. Migliore E, Serraino C, Brignone C, Ferrigno D, Cardellicchio A,
Pomero F, et al. Pasteurella multocida infection in a cirrhotic patient: a
case report, microbiological aspects and a review of the literature. Adv
Med Sci 2009;54:1-4.
4. Pestana OA. Mycotic aneurysm and osteomyelitis secondary to infec-
tion with pasteurella multocida. Am J Clin Path 1974;62:355-60.
5. Balestra B. Mycotic aneurysms of the aorta caused by infection with
Pasteurella multocida. Clin Infect Dis 2000;31:E1-2.
6. Kalish SB, Sands ML. Pasteurella multocida infection of a prosthetic
vascular graft. JAMA 1983;249:514-5.
7. Sannella NA, Tavano P, McGoldrick DM, LoConte MA, Fawcett PA,
Lethbridge JA. Aortic graft sepsis caused by Pasteurella multocida. J
Vasc Surg 1987;5:887-8.
8. Kessler AT, Caliendo AM, Kourtis AP. Vascular graft infection due to
Pasteurella multocida. Infection 2004;32:122-3.
9. Silberfein EJ, Lin PH, Bush RL, ZhouW, Lumsden A. Aortic endograft
infection due to Pasteurella multocida infection following a rabbit bite.
J Vasc Surg 2006;43:393-5.
10. ZhouW, Lin PH, Bush RL, Terramani TT,Matsuura JH, CoxM, et al. In
situ reconstruction with cryopreserved allografts for management of my-
cotic aneurysms or aortic prosthetic graft infections: a multi-institutional
experience. Tex Heart Inst J 2006;33:14-8.
11. Medeiros I, Saconato H. Antibiotic prophylaxis for mammalian bites.
Cochrane Database Syst Rev 2001;(2):CD001738.Submitted May 17, 2009; accepted Jun 23, 2009.
